Fully or partially covered self-expandable metal stents (SEMSs) are one of the main pillars for the palliative therapy of esophageal cancer [@JR957-1] . Furthermore, SEMSs are also useful to treat a myriad of esophageal conditions, including benign stenosis, anastomotic insufficiency after gastroesophageal operations, and various types of leaks, perforations, and fistulae [@JR957-2] [@JR957-3] [@JR957-4] . When Symonds inserted the first stent for the palliation of esophageal cancer, it was a rudimentary tube made of rubber originating from the tropical tree gutta percha [@JR957-5] . Although these rubber stents improved the patient's ability to ingest some nutrients, mainly liquids and semi-liquids, they soon became dislodged and migrated distally. Thus, the advent of the fully or partially covered SEMS was a major breakthrough in the therapy and palliation of esophageal diseases [@JR957-1] [@JR957-6] [@JR957-7] . Nonetheless, despite improvements in design, with proximal or mid-stent tulips, various shapes and diameters, and the presence of outward, expansive radial forces, these SEMSs still have high migration rates [@JR957-2] [@JR957-6] [@JR957-7] [@JR957-8] [@JR957-9] . Therefore, experts all over the world have proposed additional methods to prevent stent migration, including strings, through- and over-the-scope clips (OTSCs), and suturing devices [@JR957-3] [@JR957-4] [@JR957-6] [@JR957-10] [@JR957-11] [@JR957-12] .

A common misconception is that in the presence of stenotic esophageal disease due to intrinsic or extrinsic neoplasms, SEMS migration occurs only rarely. However, this is not the case, especially in patients with malignant dysphagia and strictures that allow passage of the endoscope, and in those who have undergone chemo- and/or radiation therapy [@JR957-6] [@JR957-7] . For this reason, the study by Watanabe et al., presented in this issue of *Endoscopy International Open* , is interesting [@JR957-13] .

The investigators from Fukushima, Japan, present the first study evaluating the feasibility of esophageal SEMS fixation with an OTSC for patients with malignant esophageal stricture. The investigators set out not only to determine the technical success of this technique, but also to investigate the clinical success, which was defined as an improvement of at least 1 grade in the dysphagia score 1 week after stent placement. A total of 12 patients with malignant esophageal strictures and a dysphagia score of at least 2 who were not candidates for curative surgery were included. The technical success rate was 100 % and successful application of the OTSC was accomplished in all SEMS placements, with a median procedure time required for OTSC placement of 11 minutes, and no adverse events. The clinical success rate was 92.3 %, with only one patient not showing improvement in dysphagia. The median follow-up period after SEMS placement was 2 months and no delayed adverse events, including migration of the SEMS, were observed during this follow-up period.

In summary, this study showed that SEMS placement and fixation with an OTSC for malignant esophageal strictures was successfully, safely, rapidly, and easily accomplished in all cases, and resulted in dysphagia resolution in the majority of patients.

Does this mean that all patients with malignant dysphagia require stent fixation after stent placement? The answer is definitely not. However, the practicing endoscopist should be aware that stent fixation should be considered in a significant percentage of patients with malignant dysphagia (i. e. those in whom the scope can still pass through the stenosis, patients receiving or who have received chemo- and/or radiation therapy), and in most patients with benign disease [@JR957-6] [@JR957-10] [@JR957-11] [@JR957-12] .

Is the additional cost associated with stent fixation worth it? We believe that the costs are justified because stent migration and the subsequent need for extraction result in additional costs, and are also risky and annoying for patients.

What fixation technique should be used? Traditional or standard through-the-scope clips do not hold stents efficiently. Additionally, utilizing more than two of these clips is more expensive than one OTSC. On the other hand, suturing devices, such as the Endo Stitch, have shown promising results and should be considered as alternatives in centers with expertise with this device. Nonetheless, the endostitching device is at least 5 -- 6-times more expensive than one OTSC. This leads us to the final point, which is evidence in practice. Until now, all studies reporting on fixation of SEMSs are case series and feasibility studies, and none of them have considered costs. We now need prospective, comparative studies evaluating effectiveness and efficiency of various fixation methods for covered SEMSs, always remembering that any method used to anchor a fully covered stent should be easy to handle, removable, and cost-effective.
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